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1.
EXECUTIVE SUMMARY

In December 2005 the National Institute for Mental Health (England) New Ways of Working and Mental Health Pharmacy (NWWMHP) sub-group of the National Steering Group for New Ways of Working in Mental Health commissioned researchers at the University of Bath to undertake of survey of all Mental Health Trust (MHT) pharmacy services in England. 

As the response rate to the Bath survey was somewhat low, it was decided that an attempt should be made to capture the ‘core data’ from the original questionnaire through a revised (and substantially shorter) version

The current report (called Phase 2) relates to the data collected from the wider collection of core data.

The results shown in this section are for 59 respondents (72%) of the 79 MHTs. Non-responders were predominately from PCT providers of mental health services. Only 9 specialist MHTs failed to return a completed questionnaire.

The data relating to most other groups of MHT staff is routinely gathered by MHTs for the Durham Mapping. It is hoped that there will be no further requirement for such surveys as the data for pharmacy will become a part of that data set.

Mental Health Trusts vary hugely in size and activity and are different from acute trusts in that many operate over many sites. This will inevitably impact on the complexity of the MHT pharmacy services

Most MHTs are dependent on other providers for their pharmacy service. Only 17% had no service level agreement (SLA) with another trust to provide pharmacy services with 25% requiring three or more such agreements. The pattern of ‘the MHT has no pharmacy of its own and receives all aspects of the pharmacy service from another Trust’ was the most common for supply of pharmaceuticals (58%) while less so for clinical pharmacy services (19%). However the impact of SLAs is far greater than this with only 17% of MHTs managing all their own supply services and 27% managing all their own clinical pharmacy services without requiring a SLA. 

This dependence on SLAs with other (usually Acute Trusts) providers emphasises the need for a clear framework for SLAs that deliver a satisfactory level of service to the user. Unless such a framework can be achieved it is also likely to provide an obstacle to bringing about new ways of working.

Many MHTs are very large organisations providing services to a great number of locations. Many are of a size for it to be cost effective to consider developing their own complete pharmacy service. Further mergers of MHTs are planned and this option should actively be considered for many MHTs.

Pharmacists are a highly qualified group of staff undertaking a 4 year university based masters degree followed by a one year registration period to achieve qualification with the Royal Pharmaceutical Society of Great Britain.  Clinical training follows registration; most hospital pharmacists undertake a further 2-3 years of clinical training to qualify to practice as a clinical pharmacist. Further qualifications in mental health pharmacy are also available at postgraduate certificate and diploma levels. 

Pharmacists represent a small workforce in Mental Health with only 371 WTE employed by 59 MHTs in England. Grades 7 and 8a are the most common. Those employed from an external Trust via an SLA tended to be of a lower grade than those employed directly. The number of pharmacist employed by MHTs did not appear to have any rationale with some very large MHTs employing only one or two per million population served and others employing 15-20. Five MHTs between them employed one hundred of the pharmacists. However they were not the largest MHTs. Although there was a trend towards those MHTs very dependent on SLA employing fewer pharmacists in mental health this was not always the case. 

Pharmacists have a key role to play in the management of medicines by MHTs and a great potential to undertake prescribing roles following the introduction of legislation for both supplementary and independent pharmacist prescribing. It is very difficult so see how these roles can develop with such low numbers of mental health pharmacists.

Pharmacy technicians undertake 2-3 years of work-based training.  In the past this has resulted in the qualifications of Apothecary Hall, City and Guilds, BTEC, and currently NVQ.  Pharmacy technicians undertake most of the dispensing and manufacturing duties in the pharmacy.  In addition they have increasingly taken over the role of ordering stock and repeat medicines for wards.

In recent years a new qualification for the role of clinical pharmacy technician has developed which is particularly suitable for those technicians working on wards. 

The role of the pharmacy technician has changed hugely in the last ten years. The pharmacy technician potentially offers the greatest opportunity for new ways of working both by achieving final accuracy checking qualifications and dispensary management roles (releasing the time of pharmacists) and by undertaking ward based roles (releasing the time of nurses).

Pharmacy technicians represent an even smaller workforce in Mental Health with only 270 WTE employed by 59 MHTs in England. Those employed from an external Trust via an SLA tended to be of a lower grade than those employed directly. It is possible this data may not represent the full picture as in many Acute Trust pharmacies the work associated with MHTs may not be undertaken by specific staff however this very low number of pharmacy technicians must be a huge impediment to the provision of ward based services advocated by the Audit Commission in their report ‘ A Spoonful of Sugar’. These include the use of patient’s own medicines (PODs) and enhanced medicines admission and discharge schemes. The Bath report suggested a very low uptake of these new roles and these low staff numbers would partly explain this. 

As with the pharmacists 5 MHTs accounted for 30% of the pharmacy technicians and although there was a trend towards those MHTs very dependent on SLA employing fewer pharmacy technicians in mental health this was not always the case.

Pharmacy assistants or assistant technical officers receive in house training and undertake NVQ qualification. They can following training undertake many of the routine medicine related tasks in the pharmacy and increasingly on wards.  

Pharmacy assistants are identified as a group who can develop new ways of working allowing the release of pharmacy technicians to undertake more complex tasks and release of ward nursing time taken for the routine ordering of medicines. NVQ qualifications for pharmacy assistants have only recently been introduced.

Pharmacy assistants represent a very small workforce in Mental Health with only 115 WTE employed by 59 MHTs. However this data may not represent the full picture as in many Acute Trust pharmacies the work associated with MHTs may not be undertaken by specific staff. This small number of pharmacy assistants would suggest that new ways of working involving pharmacy assistants undertaking many of the routine tasks in pharmacies has not been widely adopted. 

At the time of the commissioning of this report inability to recruit pharmacy staff presented a major impediment to progressing the medicines management requirements of MHTs. Almost half of the MHTs reported vacant posts with a failure to attract candidates being the most commonly reported reason. MHTs are dependant on recruiting qualified pharmacists as very few are involved in pharmacist training. Although there is a very large increase in the number of undergraduates currently studying pharmacy it will be many years before they will arrive in sufficient numbers to impact on the ever increasing requirement both in primary and secondary care for qualified clinical pharmacists. Trusts should consider more innovative ways of attracting pharmacists into mental health both as learners and in new roles. 

For Pharmacy technicians however local solutions are urgently required to increase the number. The Bath survey identified that many pharmacy technicians working in mental health were over the age of 40 years. And this further demonstrates the lack of training strategies for pharmacy technicians.   

An obvious solution should be that MHTs should actively consider developing their own in-house technician training scheme. However very few are organisationally in a position to undertake such an initiative. 

Medicines governance has become a major strand of the governance requirements of MHTs. Initially through the controls assurance framework and more recently through the work of both the Audit Commission and the Healthcare Commission. The issues of the oversight of the management of medicines (via a chief pharmacist and a Drugs and Therapeutics Committee) and audit of prescribing practice (to assure compliance with NICE) the reporting and learning from medicines errors, medicines training for staff and information about medicines for users and carers have all been highlighted. Further information on the involvement of MHT pharmacy staff in these activities will be provided later in the year with a publication from the Healthcare Commission. This survey however suggests that these areas are major areas involving a regular commitment from dedicated staff of MHTs. This is a major change from the findings of the survey undertaken in 1996 of mental health pharmacy. That survey indicated limited involvement in such areas and little or no pharmacy control over prescribing practice. However research activity remained at a very low level. 

Whatever level of pharmacy service is provided to MHTs will depend on funding provided. Inevitably the data on funding of MHT pharmacy services will mirror the data on staffing. Some MHTs have very low budgets for pharmacy staffing and it is difficult to see how such low funding can provide any level of service that would provide access by service users to high quality and safe medicines related services.

A number of different cuts on the data were undertaken to try to find some explanation for the huge variance in pharmacy staff funding. The closest relationship was between funding and the number of acute beds. However even within this parameter there was a ten-fold difference between low cost MHTs and high cost MHTs. The Bath survey identified an almost complete lack of clinical pharmacy service to community teams and this closer relationship would support the notion that pharmacy has not benefited from the funding associated with the new ways of working in mental health and is still seen largely as a ward activity.

Finally, how has Mental Health Pharmacy changed from previous surveys? The most recent in 1996 was before the advent of MHTs but similarly painted a picture of poor staffing and low levels of service. Although the advent of MHTs has provided a better framework for mental health pharmacy, appointed chief pharmacists and enhanced the governance role there is no indication that the service to wards, teams, users and carers has substantially improved. A recent report into hospital pharmacy suggested that the number of pharmacists employed in secondary care has doubled and the number of technicians trebled in the last 10 years. Although the data from the 1996 report does not enable such a comparison to be made the overall numbers of staff indicated in this report suggests that mental health pharmacy has not enjoyed such an increase. 

2.
INTRODUCTION TO PHASE 2

2.1.

Background

In December 2005 the National Institute for Mental Health (England) New Ways of Working and Mental Health Pharmacy (NWWMHP) sub-group of the National Steering Group for New Ways of Working in Mental Health commissioned researchers at the University of Bath to undertake of survey of all Mental Health Trust pharmacy services in England. The purpose of the survey was to attempt to ascertain levels of pharmacy manpower and where possible, relate this to pharmacy activity. The request for the survey had come as part of a programme undertaken by (the then) Changing Workforce initiative within the National Institute for Mental Health in England (NIMHE) National Workforce Programme (NWP) on New Ways of Working and New Roles in Mental Health. This is now being developed as a joint programme of work between the NIMHE, NWP and Mental Health pharmacists. In May 2006 the Bath researchers completed their report and for the purposes of the current work this will be referred to in this text as ‘The Bath Report’.

The survey undertaken by the Bath researchers was an ambitious task as the questionnaire was of a large and complex design and required considerable time to complete. However, at the time of its design it was felt important to attempt to capture as much data as possible about the state of mental health pharmacy.

As a result of the complicated nature of the survey the Bath researchers achieved a lower than expected response rate (43%). Although this made generalisability of the results difficult it did provide a ‘snapshot’ of the current climate of the mental health pharmacy workforce involved in the delivery of pharmacy services to Mental Health and Learning Disability Trusts.

As the response rate to the Bath survey was somewhat low, it was decided that an attempt should be made to capture the ‘core data’ from the original questionnaire through a revised (and substantially shorter) version. This could then be read as an addendum to the Bath Report. The current report (called Phase 2) relates to the data collected from the wider collection of core data . The work on Phase 2 was lead by Dr. David Branford, Chief Pharmacist for Derbyshire Mental Health Services NHS Trust and undertaken by Dr Jane Sutton from Bath University 

3.
METHOD

The second part of the survey involved a follow up of non-completers of the Bath Survey through the United Kingdom Psychiatric Pharmacy Group (UKPPG) network to complete a core data set of the dimensions of the remaining Mental Health Trusts and their pharmacy service in order to develop as comprehensive a picture as possible of mental health secondary care pharmacy manpower in England. The results for 38 (43%) mental health trusts across England were received during the Bath University phase of the study. However it was felt useful to the study to achieve a more comprehensive overview of some core aspects of the mental health pharmacy manpower. The content of the phase 2 questionnaire was significantly reduced to provide what were felt to be the basic data required to extend the survey. (See Appendix 1) 

3.1.

Recruitment of Further Participants

The sampling frame was all Pharmacists in England, working as Chief or Lead Pharmacists for Mental Health Trusts within the National Health Service who had not responded to the phase 1 questionnaire. The phase 2 questionnaire was distributed electronically and pharmacists who did not respond were followed up at regular periods to encourage them to complete the questionnaire.

4.
RESULTS

For the Bath University phase of the survey, 43 (54.3%) completed questionnaires were received within the appropriate time scale. Of these, 5 questionnaires contained insufficient data to be used as part of the survey. Therefore, the results were for 38 (43%) questionnaires received from mental health pharmacists across England. The responses to the phase 1 survey which related to phase 2 were extrapolated from the original database and a new database was created to include responses to the phase 2 questionnaire.

For the second phase of the survey, an additional 18 core data questionnaires were received and a further 3 that were unusable for the Bath Survey, but contained sufficient data from the phase 2 questionnaire, were also included. The results shown in this section are therefore for 59 respondents (72%) of the 79 MHT Chief/Lead Pharmacists. Non-responders were predominately from PCT providers of mental health services. Only 9 specialist MHTs failed to return a completed questionnaire. All the data relates to NHS providers. One MHT has recently adopted the model of private pharmacy provision. Unfortunately the completed questionnaire arrived too late for inclusion. 

4.1

Dimensions of Mental Health Trusts

Mental Health Trusts (MHTs) vary in size and activity. In addition to the results obtained at both stages of this survey assistance was also received from the Durham mapping. The results given in Tables 1 to 3 and chart 1 illustrate the great variation in size, facilities and teams between MHTs  

4.1.1

Size of population served by Mental Health Trusts

	Population range 
	No. of Trusts in Bath University phase of the study (n=37)
	No. of Trusts in combined study (n=55)

	250,000 or less
	3
	3

	250,000 to 499,999
	7
	11

	500,000 to 749,000
	9
	14

	750,000 to 999,999
	11
	13

	I million to 1249,999
	3
	6

	1,250,000 to 1,499,999
	3
	5

	1,500,000 or more 
	1
	3

	Total
	37
	55


Table 1: Population served by Mental Health Trusts

(4 respondents overall were unable to provide this data)

As can be seen from the table above the increase in sample size made only a small difference in the overall range of population size served by all participating MH Trusts. However, the number of Trusts serving populations in the range from 250,000 to 999,999 increased from 27 Trusts to 38. The number of Trusts with populations served in the range from 1 million to over 1.5 million rose from 7 to 14. 

One MHT served  with a population catchment area of 6.2 million included general population of 1.2 million and a 5 million catchment area for secure services with a reported total budget for MH and LD services of £240 million..

4.1.2

Ward Facilities of Mental Health Trusts

Mental Health Trusts (MHTs) are different from acute trusts in that most operate over many sites. This will inevitably impact on the complexity of the pharmacy services
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Chart 1

Chart 1 shows the wide variation in the number of inpatient sites serviced by MHTs 

For Chart 1 the population ranges served by MHTs were as follows:

1 = 250,000 or less; 2 = 250,000 to 499,999; 3 = 500,000 to 749,000; 4 = 750,000 to 999,999; 5 = 1 million to 1,249,000; 6 = 1,250,000 to 1,499,999; 7 = 1,500,000 or more.

In addition to the many sites with beds MHTs host a large number of specialist teams  Tables 2 and 3 demonstrate the great size and variation in dimensions of MHTs

	Ward type
	Number of trusts with beds/places
	Number of beds/places 

Range survey responses 

	Acute Psychiatric
	57
	12 to 400

	Psychiatric Intensive Care
	45
	2 to 49.

	Chronic Long Stay Psychiatric /Rehabilitation
	52
	5 to 213

	Learning Disabilities
	35
	2 to 148

	Children and Adolescent Mental Health Services
	22
	1 to 58

	Acute Psychiatry of Older People
	56
	2 to 238

	Chronic Psychiatry of Older People
	39
	2 to 204

	Forensic
	36
	1 to 600

	Forensic Intensive Care
	5
	1 to 15

	Adult Day Hospital/Unit/Centre
	38
	1 to 20

	Elderly Day Hospital/Unit/Centre
	40
	1 to 47

	NHS Community Based Home or Hostel
	24
	2 to 200

	Early Onset Dementia Unit
	5
	1 to 15


Table 2: Ward facilities of Mental Health Trusts

4.1.3

Community Services of Mental Health Trusts

	Community Team
	Number of trusts with teams
	Number of teams (Range)

	Assertive Outreach
	52
	1 to 10

	Crisis Intervention
	47
	1 to 7

	Home Treatment
	28
	1 to 10

	Adult Community Mental Health Teams
	49
	1 to 29

	Older People Community Teams
	48
	1 to 17

	Learning Disability Community Teams
	28
	1 to 8

	Early Intervention Community Teams
	39
	1 to 10

	Forensic Community Teams
	33
	1 to 18

	Substance Misuse Community Teams
	47
	1 to 20


Table 3: Community services of Mental Health Trusts

4.1.4

Patterns of Pharmacy Services to Mental Health Trusts

As for phase 1, the questionnaire offered respondents 3 options for the pattern of the supply aspects of the pharmacy services. 

Pattern 1: The Trust has no pharmacy of its own and receives the supply of pharmaceuticals from another Trust. 

Pattern 2: The Trust has a pharmacy or pharmacies of its own and receives a mixed service with some pharmaceutical supply pharmacy services from another Trust and some from its own pharmacy.

Pattern 3: The Trust obtains all its pharmaceutical supply services from its own pharmacy.

Chart 2 shows the patterns of organisation of pharmaceutical supply services.
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Chart 2

The majority of MHTs receive their pharmaceutical supply services from another (non-mental health) Trust. 

Those with a mixed service were asked to state the proportion of the service was from mental health pharmacies and from external (non-mental health pharmacies). The proportions were evenly distributed with a similar number receiving less or less  than 50% of their supply services from another Trust 

The arrangements for the supply of medicines were not dependent on the size of the Trust. An equal number of Trusts of all sizes showed a similar distribution of supply arrangements.

As for phase 1, the questionnaire offered respondents 3 options for the pattern of the clinical aspects of the pharmacy services. 

Pattern 1: The Trust employs no pharmacists of its own and receives pharmaceutical advice/clinical pharmacy from another Trust. 

Pattern 2: The Trust has some directly employed pharmacy staff of its own and receives a mixed service with some pharmacy advice/clinical pharmacy from another Trust and some from its own pharmacy staff. 

Pattern 3: The Trust obtains all its pharmaceutical advice/ clinical pharmacy from its own pharmacy staff.

Chart 3 shows the patterns of organisation of pharmaceutical clinical and advice services
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Chart 3

The majority of MHTs receive their pharmaceutical advice and clinical services from a mixture of their own directly employed staff and pharmacy staff employed via another Trust.

Those with a mixed service were asked to state the proportion of the service was from mental health pharmacies and from external (non-mental health pharmacies). The proportions were evenly distributed with 9 stating that more than 50% of the service was provided by MHT employed pharmacists and 10 stating that less than 50% of the service was provided by MHT employed pharmacists

There was a trend towards the larger MHTs receiving all or most of their clinical support from their own employed pharmacists. However there were still some very large MHTs who receive all their clinical pharmacy and supply services from external providers. 

4.1.5
The Number of Service Level Agreements for Pharmacy Services of Mental Health Trusts

	Number of Service Level Agreements for Pharmacy Services
	Number of Mental Health Trusts

	0 or none indicated
	10 (17%)

	1 
	20 (34%)

	2 
	15 (25%)

	3
	6(10%)

	4
	4 (7%)

	5
	3 (5%)

	6
	1 (2%)

	Total 
	59 (100%)


Table 4:The Number of Service Level Agreements for Pharmacy Services of Mental Health Trusts

The majority of MHT pharmacy services involved more than one SLA with other trusts.

4.1.6
 
Pharmacy Staffing 

Pharmacy services comprise 4 main groups of staff 

Pharmacists

Pharmacists undertake a 4 year university based training followed by a one year registration period to achieve qualification with the Royal Pharmaceutical Society of Great Britain.  Clinical training follows registration; most hospital pharmacists undertake a further 2-3 years of clinical training to qualify to practice as a clinical pharmacist. Further qualifications in mental health pharmacy are also available at postgraduate certificate and diploma levels.

The College of Mental Health Pharmacists was recently established by the UKPPG and it is anticipated that all specialist mental health pharmacists will achieve membership through accreditation. In its 2002 report ‘Spoonful of Sugar’ the Audit Commission highlighted the key role required to be played by clinical pharmacists in hospitals in managing all aspects of medicine use by Trusts.  

Pharmacists have great potential to undertake prescribing roles following the introduction of legislation for both supplementary and independent pharmacist prescribing.

Pharmacy technicians

Pharmacy technicians undertake 2-3 years of work-based training.  In the past this has resulted in the qualifications of Apothecary Hall, City and Guilds, BTEC, and currently NVQ.  Pharmacy technicians undertake most of the dispensing and manufacturing duties in the pharmacy.  In addition they have increasingly taken over the role of ordering stock and repeat medicines for wards.

In recent years a new qualification for the role of clinical pharmacy technician has developed which is particularly suitable for those technicians working on wards. 

The role of the pharmacy technician has changed hugely in the last ten years. The pharmacy technician potentially offers the greatest opportunity for new ways of working both by achieving final accuracy checking qualifications and dispensary management roles (releasing the time of pharmacists) and by undertaking ward based roles (releasing the time of nurses).

Pharmacy Assistants or technical officers

Pharmacy assistants receive in house training and undertake NVQ qualification. They undertake many of the routine tasks in the pharmacy and increasingly on wards.  

Pharmacy assistants are identified as a group who can develop new ways of working allowing the release of pharmacy technicians to undertake more complex tasks and release of ward nursing time taken for the routine ordering of medicines

NVQ qualifications for pharmacy assistants have only recently been introduced.

Clerical and support staff

Pharmacy departments may employ a variety of support staff including administrative, clerical, storekeeping and other staff. These staff were not included in this survey.

4.1.7
Pharmacist manpower available to Mental Health Trusts

At the time of survey a small number of pharmacists’ grades and had not yet been transferred to Agenda for Change grades. For ease of understanding in table 5 the following equivalent grades are used to transfer all grades to one structure

 (Pharmacist grade B =AFC grade 5; grade C =AFC grade 6; grade D =AFC grade 7; grade E =AFC grade 8a; grade F =AFC grade 8b; grade G =AFC grade 8d; grade H =AFC grade 9)

	Grade of pharmacist 
	Number of pharmacists employed directly 
	Number of pharmacists employed indirectly (via SLA) 
	Total No (WTE)of each grade for 59 Mental Health Trusts

	5
	3
	1
	4

	6
	35.85
	17.85
	53.7

	7
	66.90
	44.45
	111.35

	8a
	69.41
	23.59
	93

	8b
	42.73
	11.20
	53.93

	8c
	19.63
	3.5
	23.13

	8d
	17.35
	1.10
	18.45

	9
	7
	0
	7

	Grade unspecified
	
	6.5
	6.5

	Total 
	261.87
	109.19
	371.06 wte


Table 5:Total Pharmacist manpower available to 59 Mental Health Trusts

Pharmacists represent a small workforce in Mental Health with only 371 WTE employed by 59 MHTs in England. Those employed from an external Trust via an SLA tended to be of a lower grade than those employed directly. 

4.1.8
Pharmacist manpower available to Mental Health Trusts per population served

For Chart 4 the population ranges served by MHTs were as follows:

1 = 250,000 or less; 2 = 250,000 to 499,999; 3 = 500,000 to 749,000; 4 = 750,000 to 999,999; 5 = 1 million to 1,249,000; 6 = 1,250,000 to 1,499,999

7 = 1,500,000 or more.
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Chart 4 Scattergraph with population ranges served by Mental Health Trusts on one axis and number of pharmacists on other

As can be seen the ratio of pharmacist manpower to population served by the Trust showed significant variation. The possible reasons for this will be discussed later.

4.1.9
Pharmacy technician manpower available to Mental Health Trusts 

At the time of survey a small number of pharmacy technician grades and were not yet transferred to Agenda for Change grades. For ease of understanding in table 6 the following equivalent grades are used to transfer all grades to one structure (MTO1 = AFC grade 4; MTO2 = AFC grade 5; MTO3 = AFC grade 6; MTO4 = AFC grade 7; MTO5 = AFC grade 8a)

	Grade of pharmacy technicians
	Number of pharmacy technicians employed directly 
	Number of pharmacy technicians employed indirectly (via SLA) 
	Total number of technicians of each grade  



	2
	4.3
	0
	4.3

	3
	3.0
	7.05
	10.05

	4
	27.0
	18.44
	35.44

	5
	96.98
	46.10
	143.08

	6
	38.11
	13
	51.11

	7
	9.45
	1
	10.45

	8
	5
	0.1
	5.1

	unknown
	
	1
	1

	Total no of technicians
	183.84
	86.69
	270.53


Table 6: Pharmacy technician manpower available to 59 Mental Health Trusts

Pharmacy technicians represent a small workforce in Mental Health with only 270 WTE employed by 59 MHTs in England. Those employed from an external Trust via an SLA tended to be of a lower grade than those employed directly. However this data may not represent the full picture as in many Acute Trust pharmacies the work associated with MHTs may not be undertaken by specific staff.

4.1.10 
Pharmacy technician manpower available to Mental Health Trusts per population served

The chart below shows the numbers of technicians per population served.

As before the populations in the catchment areas are as follows:

1 = 250,000 or less; 2 = 250,000 to 499,999; 3 = 500,000 to 749,999; 4 = 750,000 to 999,999; 5 = 1 million to 1,249,999; 6 = 1,250,000 to 1,499,999

7 = 1,500,000 or more
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Chart 5

Scattergraph with population served by trust on one axis and number of pharmacy technicians on other

The ratio of pharmacy technician manpower to population served by the Mental Health Trust also showed significant variation 

4.1.11 
Pharmacy assistant manpower available to Mental Health Trusts

	Grade of pharmacy assistants
	Number of pharmacy assistants employed directly 
	Number of pharmacy assistants employed indirectly (via SLA) 
	Total number of pharmacy assistants of each grade  



	1
	4.49
	
	4.49

	2
	47.83
	8.4
	56.23

	3
	32.60
	8.81
	41.41

	4
	4.20
	1
	5.20

	5
	3
	2.25
	5.25

	6
	3
	0
	3

	Total no of pharmacy assistants
	95.12
	20.46
	115.58


Table 7: Pharmacy assistant manpower available to 59 Mental Health Trusts

Pharmacy assistants represent a small workforce in Mental Health with only 115 WTE employed by 59 MHTs. However this data may not represent the full picture as in many Acute Trust pharmacies the work associated with MHTs may not be undertaken by specific staff.

4.1.12
Pharmacy Staff Recruitment 

Numbers of Posts Unoccupied

28 out of 59 respondents said there were vacant posts amongst established staff. This represents a further 10 Trusts (out of 18) from phase 2 with vacant posts. These ranged from pharmacists to assistants and although in the majority of cases there was only 1 vacant post, 6 respondents reported between 3 and 6 posts vacant. The reasons for these vacancies are shown in Table 8.

	Pharmacy Staff



	Reason for Vacancy


	Number of Trusts

	A failure to attract candidates
	12

	Recruitment blocked by external decision
	5

	Waiting for acute trust to reappoint
	1

	Funding withdrawn
	1

	New post
	2

	Waiting for AFC re-grading
	4

	Changing service provider
	1

	Awaiting advertisement
	1

	No interest from acute trust
	1

	Total number of Trusts with vacant posts
	28


Table 8: Reasons for staffing vacancies in Mental Health Pharmacy staffing

4.1.13
Medicines Governance 

Medicines governance encompasses a wide range of activities designed to demonstrate high standards of medicines use.  Pivotal to medicines governance are aspects of medicines safety, the development of policies or protocols and standards for medicine use, medicines audits that demonstrate good compliance with agreed standards or cost effective prescribing, training and research. The committee responsible for overseeing these activities in most trusts is the Drugs and Therapeutics Committee. The Audit Commission and more recently the Healthcare Commission have focused on medicines management as a key issue for Trusts. Many aspects of medicines governance were the focus of the recent Audit Commission Acute Trust Medicines Management Portfolio. Respondents were asked to indicate the level of input to a number of services associated with medicines governance provided by pharmacy staff. These services, which are shown in the table below, are those which would not be expected to form part of the day-to-day service provided by pharmacists but should be a part of the remit for the pharmacy service of any MHT. Some respondents were unable to provide this information. 

	Medicines Governance Services Provided by Pharmacy Staff

	Service
	No Service
	Ad hoc
	Regular Commitment to a Dedicated Service

	Medication management clinical audit
	2
	34
	13

	Monitoring of clinical pharmacy interventions
	2
	30
	17

	Reporting of and learning from errors
	1
	19
	29

	Research activity
	26
	14
	8

	Dedicated medicine information service
	21
	13
	14

	Education services to other health care professionals
	2
	26
	21

	Regular publications in professional journals/local meetings
	27
	12
	9


Table 9:Medicines Governance Services Provided by pharmacy staff.

4.1.14 
Funding of Pharmacy Services

Participants were asked to provide details of the funding of the staff component of pharmacy services, both through direct provision or via external contracts. 

The funding for pharmacy services varied very widely as can be seen in chart 6
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Chart 6

For Chart 6 the population ranges served by MHTs were as follows:

1 = 250,000 or less; 2 = 250,000 to 499,999; 3 = 500,000 to 749,000; 4 = 750,000 to 999,999; 5 = 1 million to 1,249,000; 6 = 1,250,000 to 1,499,999; 7 = 1,500,000 or more.

There was evidence from the Bath report that those Trusts with external providers of pharmacy services received a lower level of service than those who received the service from their own employed staff. Charts 7 and 8 examine where there is a similar association with funding

For Chart 7 the questionnaire offered respondents 3 options for the pattern of supply aspects of the pharmacy service 

Pattern 1: The Trust has no pharmacy of its own and receives the supply of pharmaceuticals from another Trust. 

Pattern 2: The Trust has a pharmacy or pharmacies of its own and receives a mixed service with some pharmaceutical supply pharmacy services from another Trust and some from its own pharmacy. 

Pattern 3: The Trust obtains all its pharmaceutical supply services from its own pharmacy.
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CChart 7

For Chart 7 the population ranges served by MHTs were as follows:

1 = 250,000 or less; 2 = 250,000 to 499,999; 3 = 500,000 to 749,000; 4 = 750,000 to 999,999; 5 = 1 million to 1,249,000; 6 = 1,250,000 to 1,499,999; 7 = 1,500,000 or more.

For Chart 8  the questionnaire offered respondents 3 options for the pattern of clinical  aspects of the pharmacy service 

Pattern 1: The Trust employs no pharmacists of its own and receives pharmaceutical advice/clinical pharmacy from another Trust. 

Pattern 2: The Trust has some directly employed pharmacy staff of its own and receives a mixed service with some pharmacy advice/clinical pharmacy from another Trust and some from its own pharmacy staff. 

Pattern 3: The Trust obtains all its pharmaceutical advice/ clinical pharmacy from its own pharmacy staff.
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Chart 8

For Chart 8 the population ranges served by MHTs were as follows:

1 = 250,000 or less; 2 = 250,000 to 499,999; 3 = 500,000 to 749,000; 4 = 750,000 to 999,999; 5 = 1 million to 1,249,000; 6 = 1,250,000 to 1,499,999; 7 = 1,500,000 or more.

The data from Charts 7 and 8 suggest that there is a trend towards those MHTs with in house services have a larger budget for pharmacy services than those that receive their services via SLAs. However this associated is far from clear with some in house providers receiving very low budgets and some SLA receiving very large budgets 

4.1.15 
Assessment of funding of pharmacy service

The data previously provided in this report suggests that the funding of pharmacy services (and subsequently the staffing of MHT pharmacy services) is very variable throughout England.  However MHTs vary hugely. This section attempts to further examine whether the variation in the pharmacy service can be explained by variations in the size and scope of the activity of the MHT The use of population as a marker of demand would support the hypothesis that the huge variation of pharmacy services to MHT has no logical reason other than historical serendipidy . Using population served  however has a number of flaws. They include the following situations that will create a greater or lesser demand for pharmacy services than appears from raw population figures:

Those services that provide large number of forensic beds, especially those with large high secure units 

Those services associated with renowned teaching centres will attract patients to specialised services

Some services may have moved towards highly developed community services with very few beds. As most pharmacy services primarily are funded to support bed based units this may generate an apparent lower demand

Some services may have developed a large private mental health service that reduces the requirement for secondary care services 

Some services may have significant cross boundary patient flow where patients living in one area move to another area with nearer services rather than travel to the distant services provided in the catchment area 

Hypothesis No 1  The Bath report identified that acute wards are the primary focus of most MHT pharmacy services. Chart 9 compares the number of acute beds with the total funding for MHT pharmacy services.
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Chart 9

For Chart 9 the population ranges served by MHTs were as follows:

1 = 250,000 or less; 2 = 250,000 to 499,999; 3 = 500,000 to 749,000; 4 = 750,000 to 999,999; 5 = 1 million to 1,249,000; 6 = 1,250,000 to 1,499,999; 7 = 1,500,000 or more.

Chart 9 would suggest that there is a closer association between the number of acute beds served than population. This would support the hypothesis that despite the change of emphasis of MHTs to support people at home and in the community rather than admit them to wards the organisation and funding for pharmacy services has not followed that change 

Hypothesis No2 The overall scope and size of the pharmacy related activity of a MHT can be distilled to one overall value against which pharmacy services can be assessed. For the purposes of this paper the following simple formula was used: 100 acute ward places = 250 long stay places = 10 community teams 

Acute wards = Acute psychiatric, Psychiatric intensive care, Acute psychiatry if older people, Early onset dementia unit

Long stay wards = Chronic long stay psychiatric/rehabilitation, learning disabilities, Chronic psychiatry of older people, Forensic, Adult day hospital, Elderly day hospital, NHS community based home or hostel 

All community teams have an equal pharmacy demand
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Chart 10

For Chart 10 the population ranges served by MHTs were as follows:

1 = 250,000 or less; 2 = 25,000 to 499,999; 3 = 500,000 to 749,000; 4 = 750,000 to 999,999; 5 = 1 million to 1,249,000; 6 = 1,250,000 to 1,499,999; 7 = 1,500,000 or more.

The data from chart 10 suggests that overall activity of a MHT is no more a satisfactory measure than population to demonstrate a relationship between MHTs and the budget for pharmacy services. Chart 10 shows the budgets for pharmacy services to be following no particular rationale.

5. 
DISCUSSION

5 .1
Previous surveys of Mental Health Pharmacy 


Previous national surveys have identified problems with the psychiatric pharmacy service. The survey undertaken by Benfield et al. (1980) in the late 1970s highlighted the isolated nature of psychiatric pharmacy, the low staffing and the discriminatory nature of staff grading despite the introduction of the Noel Hall report into hospital pharmacy.  Branford (1988) showed that although the staffing levels in psychiatric pharmacies had improved during the 1980s they were still woefully inadequate.  In addition that survey identified the disturbing trend of loss of expertise and services once the acute wards were transferred from psychiatric institutions to district general hospitals.

A further survey was undertaken by Branford in 1996 This painted a very depressing picture with the following summary 

‘For many respondents the pattern of hospital pharmaceutical services was confused and constantly changing.  Re-organisations were common with 17% stating that their organisation pattern was neither a sole pharmacy servicing an NHS Trust nor one of a number of pharmacies servicing one NHS Trust.  Many sent explanations of complex management structure which were mostly incomprehensible.

The most common description was of a pharmacy based in a district general or teaching hospital providing pharmacy services to wards based in another NHS trust.

Thirty six percent of pharmacies were based in other locations.  These included mental health centres, other unrelated hospitals, psychiatric hospitals, learning disability hospitals and in one or two cases the respondents had no pharmacy base at all, as the supply function was totally from community (retail) pharmacies.

Such rich diversity should provide an ideal opportunity to discover which provides the best service to patients.  Unfortunately such enquiry is beyond the scope of this study.

A ratio of 100 acute beds per pharmacist does not seem overly generous but was only achieved by 12.5% of pharmacies.  A number of respondents (all based in general hospitals) apologised for providing no pharmacist service other than supply of drugs to acute units with over 100 beds. More than half the respondents claimed fewer than one pharmacist per 250 beds.  It is difficult to believe that anything more than a minimum service is provided in such situations.

The picture was only marginally better in those pharmacies based in the psychiatric and learning disabilities hospitals.  Most could claim fewer than 250 beds or day places per pharmacist.

The grading of posts is also a matter of concern. In the general or teaching hospital pharmacies very few employed above grade D specifically for psychiatry. For those pharmacies based in psychiatric and learning disabilities hospitals senior grades were more common with 31 posts above D grade.

For most hospitals, regular visits by pharmacists to wards is the norm.The visit usually involves the checking of all prescriptions for errors, enquiry when anomalies occur, and the provision of information to staff. The ward visit is sometimes combined with aspects of supply’.

The survey undertaken in 1996 was before the advent of MHTs but similarly painted a picture of poor staffing and low levels of service. Although the advent of MHTs has provided a better framework for mental health pharmacy, appointed chief pharmacists and enhanced the governance role there is no indication that the service to wards, teams, users and carers has substantially improved. A recent report into hospital pharmacy suggested that the number of pharmacists employed in secondary care has doubled and the number of technicians trebled in the last 10 years. Although the data from the 1996 report does not enable such a comparison to be made the overall numbers of staff indicated in this report suggests that mental health pharmacy has not enjoyed such an increase. 

5.2 
Variations in service

The primary finding from the two phases of the survey is the immense variation in capacity of pharmacy services and the subsequent variation in levels of pharmacy service provided to MHTs. The simple explanations for this huge variation could be: 

Historical factors

Those MHTs that moved rapidly towards the complete closure of old asylum facilities and towards a model of all provision of beds in acute general hospitals are less likely to have retained a dedicated mental health pharmacy service

Personnel factors

Those MHTs that did not have the services of a dedicated chief pharmacist or lead pharmacist  are less likely to have developed a specialist mental health pharmacy service 

Clinical service factors

Those MHT pharmacy services that did not develop effective ward based clinical pharmacy services are less likely to have been seen as making a positive contribution to patient care.

Low priority for investment/ contracting out

Pharmacy services have not been identified as a priority for investment and any development will have resulted from local identification of need. In addition health services organisations responsible for mental health have been encouraged to adopt a contracting out model rather than develop their own services.

However the other possibility is that the measures used in this study to assess the volume of the pharmacy business generated by a MHT are flawed. In this study four measures were used, population served by MHTs, acute beds of MHTs, overall activity of MHTs and whether the pharmacy service was provided by an SLA. . All four showed no clear association between the MHT dimensions or organisational pattern and the size and budget for pharmacy staff. Of the four the association with acute ward bed numbers was closest. However even this association showed great variation. This would support the hypothesis that the size of the pharmacy is determined solely by historical and personnel factors and bear little relevance to the level of need. 
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